Contracted pelvis.-The chief indication must always be pelvic contraction and with it is associated disproportion between the pelvis and the presenting part.
In extreme degrees of pelvic deformity we have no choice, but in many other cases we require the experience and judgment which have been gained by attendance on patients who have delivered themselves spontaneously. Caesarean section is an operation beloved of the young specialist. It is, as a rule, a simple procedure. Its results are quick and dramatic. The tedium of waiting on a prolonged labour is avoided, and, as a rule, there is little anxiety as to the result to the infant. The patient and relatives rarely withhold their consent to such an easy way out of any difficulty. We forget the dangers to the mother in the temptation to surmount the possible complications of labour.
When we have learned something of the vagaries of the passage of the head through the pelvis and the results of spontaneous or assisted labour, we are forced to accept the fact that birth does take place in most cases by means of the natural mode of exit for the faetus.
Indications for Caesarean section.-I have endeavoured as far as possible to confine my arguments to those indications of which I have had personal experience. Rare cases may arise which I do not feel competent to discuss.
Contracted pelvis.-The chief indication must always be pelvic contraction and with it is associated disproportion between the pelvis and the presenting part.
In the management of the major degrees of pelvic deformity there is no difficulty. Delivery of a living viable child is only possible by the abdominal route. It is in the cases of minor degrees of pelvic contraction that we meet the problem of the best method which should be advised for a successful delivery. It comes back to the old rule in obstetrics that each individual patient should be judged on the conditions which are present and the facilities for treatment which are available.
The most frequent type of pelvic contraction which is met with in the south of England is that of the minor degrees of the round pelvis with or without flattening. Rachitic deformities are of rare occurrence. The simple flat type of pelvis is also seen. The small pelvis of the woman whose physique is small generally, is not to be confused with pelvic deformity. In these cases the pelvic diameters are in proportion. No definite opinion can be expressed in a given case in early pregnancy as to the possible method of delivery, except in those cases in which the pelvic contraction is marked.
From the thirty-fourth week onwards the fcetus itself comes into the discussion, and its size, attitude, and presentation are matters for consideration. In a congregation of obstetric specialists I need not waste time in defining the various methods which are employed for estimating the degree of disproportion or the probability of the foetal head entering the pelvis before or during labour. If the head does not DEC.-OBST. 1 push into the brim before the thirty-fourth or thirty-sixth week of pregnancy Cresarean section must be decided upon as the probable method of delivery.
After the thirty-sixth week induction of labour may be considered as an alternative. A head which seems out of proportion at the thirty-sixth or thirtyeighth week may be born spontaneously-at term because of good moulding and flexion, together with a due amount of pelvic elasticity. On the other hand, a head may push in and yet give great trouble later in its descent, because of the engagement of a long diameter or the rigidity of the pelvic tissues. It has therefore been the procedure in my clinic during the past few years to put on the ante-natal casesheet of patients coming in to hospital the words " trial labour," rather than to state that "this is a definite case for Cwsarean section," although the indications for the operation seem apparent. " Trial labour" is a term which has been applied more or less of late years to cases of disproportion in which labour is allowed *to proceed until it is definitely evident that progress will not take place and that delivery of a living child will be impossible or dangerous by the vaginal route, so that the only safe method is by CEesarean section.
A considerable number of patients enter hospital and are delivered spontaneously or assisted by forceps. The consequence is, in our experience, that the Coesarean section rate has diminished considerably since we adopted the rule that in every case when possible the operation should not be performed un'til labour had commenced. This applies to other complications besides that of contracted pelvis. Consideration of course must be given to the age of the patient, parity and possible deaths of previous infants. Trial labour, with the possibility of its ending by means of Camsarean section, is not to be advised for domestic practice. The difficulties of transport to a hospital or nursing home, the explanation to the relatives, and the expense, would not render it a popular procedure with either doctors or patients. It is, however, in hospital a most valuable method of management, and one is frequently surprised at the facility with which a head bobbing above the pelvic brim will suddenly descend and pass over the pelvic outlet. This is our experience even in some cases in which preparations have been in progress for Caosarean section.
There is one type of pelvic deformity which is not' so suitable for trial labourthat is where there is contraction of the outlet only. These cases give rise to more anxiety than any others of pelvic complications. The head descends but refu'ses to pass the outlet. The condition is difficult to estimate in the ante-natal period, as the use of the head as a pelvimeter is out of the question. Pelvic measurements and estimation of the size of the subpubic angle may help but are not always of much value. During labour the head becomes fixed in the pelvic cavity and version is out of the question. Forceps delivery may cause considerable risk to the child. Induction of labour is useful in some of these cases. I have performed Caesarean section in some of them without any difficulty in pulling up the head from the pelvic cavity, but it is not a method one would advocate in every case.
It must be remembered in the management of trial labour that the patient or the faetus must not be exhausted, the membranes should not be ruptured, or have rupture only recently, and no vaginal examination or interference should have been carried out. Operations performed late in labour give more risk of shock or sepsis than when undertaken early in labour.
In cases of asymmetrical pelvis each individual patient must be considered. The head may descend at term in the long oblique diameter. Spontaneous delivery is not infrequent. Induction of labour is of little value as the premature head may take the wrong turning and suffer from pressure. which can now only be applied to cases of marked pelvic deformity. In nine cases in the clinic, of pregnancy subsequent to Caesarean section, delivery took place by the vaginal route. In one case the patient had had two previous sections. The indications were mainly placenta prnevia, prolapsed cord, and malpresentations.
There is always the chance of rupture or hernia of the uterine scar taking place during pregnancy or labour. Much depends upon the method of suturing of the uterus, and the healing of the wound. In cases in which a previous operation has been performed and a second is found to be necessary it is advisable to operate before the onset of labour or just when it is commencing.
The contra-sndications for Ceesarean section require careful consideration, especially when the patient is being treated by an enthusiastic and energetic general surgeon, as sometimes occurs in smaller hospitals. The risk of sepsis is always an anxiety if repeated vaginal examinations have been made during labour. It is the rule to make out the presentation and condition of the pelvis previous to the onset of labour and to permit no vaginal examinations to be made after labour has begun.
It is also obvious that any local interference, such as the application of forceps, is a contra-indication. Local induction of premature labour should not be followed by Caesarean section.
It is inadvisable in most cases to perform the operation in the case of a premature fcetus. I have rarely operated on a patient before the thirty-eighth week of pregnancy. With such a rule, cases of placenta praevia seldom present themselves as suitable. It is a difficult matter to decide not to operate on a patient who is seen as an emergency admission with a living fcetus but potentially septic from manipulations or some pathological discharge. Attempts at delivery by forceps may not cause failure of the fcetal heart, but nevertheless the presence of intracranial injury is to be considered. In the case of a long, fatiguing labour with Ceesarean section the infant may be born with a beating heart but may not be induced to breathe or may -not survive more than a few hours. Again, each case must be judged on its merits.
We have not performed craniotorny on a living child in the clinic during ten years.
Precautions against sepsis can be taken, such as sterilization of the vagina, delivery of the placenta and membranes by the vaginal route, and the early administration of antistreptococcic serum. Swabbing out the uterine cavity with an antiseptic and glycerine douches are of value. The low segment operation is said to diminis4 the risk of sepsis.
The operation is more of a risk if the membranes have been ruptured some time before, as in the case of sepsis generally any focus of infection complicates the result of the operation.
REVIEW OF 182 CASES FROM THE ROYAL FREE HOSPITAL
FOR TEN YEARS (1922) (1923) (1924) (1925) (1926) (1927) (1928) (1929) (1930) (1931) . The indications for the operation are given below. The operations were carried out by myself and my senior staff. In all cases the operation was the vertical classical one. Since we made it a rule not to operate if possible until labour had commenced we have diminished the frequency of Cwsarean section cases to some extent. The advantages of operating during early labour are that the head may descend more easily than was expected and spontaneous delivery takes place. There is better drainage with a dilating cervix, better uterine contraction, and easier separation of the placenta.
The chief disadvantage is that the patient does not suit herself to the surgeon's convenience.
Hemorrhage is prevented by giving pituitrin just before incising the uterus. If a large tampon of gauze soaked in glycerine is inserted into the cavity of the uterus before the walls are sutured, and removed before the stitches are tied, haemorrhage seldom gives rise to anxiety. It is a good plan to have the uterus held perfectly still by the assistant, no massage being carried out until clots are expelled at the end of the operation. A woollen pad placed between the uterus and the symphysis pubis before applying the binder will keep the uterine vessels on the stretch and thus control hsemorrhage.
The best anaesthetic is gas-and-oxygen with ether or chloroform. A few cases were operated on with spinal novocain. The contraction of the uterus and the relaxation of the abdominal contents were very marked features. After Ceesarean section the onset of lactation is, as a rule, delayed longer than in ordinary deliveries. 
cases After
,, , Mr. L. C. Rivett said he was glad that Professor McIlroy had adopted the term "pelvic deformity," which he had always considered to be more useful and descriptive than that of " contracted pelvis."
He had never quite understood " trial labour"; was not every labour a trial labour ? It was a great mistake to teach students methods which could only be carried out in an institution, and surely the so-called " trial labour " was quite impossible in private practice. He would like to know whether any obstetrician present had ever tried telling a private patient that she must have labour pains for twenty hours, and tben, if the head did not go into the pelvis, a Caesarean section would have to be performed.
He would add to the indications due to malpresentations, cases in which version was successful, but the malpresentation recurred repeatedly.
He did not think that foetal distres3 was a sound indication, as in most cases it was very difficult to diagnose fcetal distress with certainty, in time to save the baby by Ciesarean section.
He was quite sure that Caesarean section was a greater strain on a failing heart than normal labour was, and the only indication was in order to sterilize the patient.
If an operation for the repair of the perinaeum was recent or had produced much scarring so that it was obvious that delivery per vias naturales would result in severe damage, Caesarean section was justifiable.
With regard to eclampsia, seven or eight years ago it was almost universally agreed to try elimination treatment; during the next twenty years there might be a complete change in our views.
There was no reason why a patient who had had a Caesarean section performed because of a condition which was not present at a subsequent pregnancy, should not be allowed to go into labour, as rupture of the scar occurred almost as often during pregnancy as during labour. He failed to see why Caesarean section should only be performed two or three times; he himself had performed it for the fifth time and had always hoped to do ten Caesarean sections on the same patient.
He These figures were submitted in support of conservative treatment in obstetric complications and they showed that more radical measuLres would not have given better results. Combining the two groups of cases, making 49 sections, the cases were used in support of the following arguments : In the management of pelvic contraction, distinction should be drawn between brim and outlet contractions. The cases of brim contraction comprised the rachitic and so-called non-rachitic flat pelvis, asymmetric pelvis and fractured pelvis, pelvis of abnormal spinal curves 8 and congenital dislocation of the hip. In the minor grades induction was the method of choice, in the severer grades elective Cmesarean section, while in a small group decision was difficult and these were treated by "'trial labour." In this series nine trial labours came to section. In performing section, Latzko's extraperitoneal-not the classical-was the operation of choice. It was here stressed that in infected, or potentially infected, cases the classical section was not indicated.
Outlet contractions comprised in the main three types: generally contracted pelvis, high assimilation pelvis, and the masculine pelvis. In all these the smallest diameter lay between the ischial spines. In this group trial labour was definitely contra-indicated; most of the cases did well with induction while a few called for elective Cesarean section.
Where these cases were seen for the first time as emergencies, late in labour, if suitable operative risks, the extraperitoneal section was the operation of choice.
Elective Cesarean sections were better performed when the subject was in labour, and if she was not in labour precautions should be taken to ensure proper drainlage through the cervical canal. Elective Casarean section accounted for seventeen out of thirty sections performed for disproportion, while nine sections followed trial labour.
Mr The next indication that I will discuss is heart disease in pregnancy. Here again, I believe Caesarean section to be very rarely indicated. Ante-natal work has resulted in the detection of these cases early in pregnancy, and in the majority of cases the reserve power of the heart can be estimated. The strain of a labour has in the past been exaggerated, and the majority of cases do well, provided there is neither delay nor obstruction in the course of the labour. It is this latter factor which at all costs should be avoided, and if there is any doubt as to disproportion, a premature induction of labour a few weeks before term seems to me the wisest course. Very occasionally Caesarean section is required on account of rapid decompensation, and then the chief point of interest centres round the choice of anaesthetic. In my opinion local anwesthesia with scopolamine-morphine narcosis, or a spinal anaesthetic (in which the fall of blood-pressure is controlled by the use of ephedrine), are the procedures of choice. Since right-heart failure is the usual indication, the respiratory avenue is contra-indicated. In toxewmic pregnancy all are agreed that there should be elimination, and sedative treatment in every case, yet I[ believe that section has a place. Strogonoff introduced his method to control the fits, and in those cases in which profound coma supervenes it is, I believe, a mistake to continue the administration of morphine. This method has been extensively used in this country, and has led to numbers of women dying undelivered (or within a few hours of delivery). I consider that after thorough elimination and the preliminary sedative treatment, the type of case referred to should be submitted to section, since the alternative is certain death. I hold the same view with regard to totally concealed accidental haemorrhage, after treatment directed to the shock and toxmmia has been thoroughly carried out. The analysis of the figures by the Eclampsia Committee set up by this Section showed that in the years 1923-6 seventeen cases fell into this category, and from this number some mothers undoubtedly might have been saved by a timely Caesarean section.
Powerful hypnotics cannot have a place in the treatment of profound coma, and I believe that as we learn better how to discriminate, CLesarean section will he more frequently employed after preliminary therapy.
Extended breech and other malpresentations I do not regard as indications for section. It is very important that our students in the teaching hospitals should see as much both of normal and abnormal breech delivery as possible, in order to fit them for their work in general practice. For the busy practitioner version and extraction afford a ready method of handling many obstetric difficulties. It is a very small step from the former to the delivery of an extended breech, and I hold that every opportunity should be given to students to see these cases demonstrated by expert obstetricians. I think that only in the most exceptional circumstances can it be necessary to perform section in this group of cases.
With reference to technique, I think it is time that the use of non-absorbable suture material was abandoned in favour of catgut as many cases of intractable menorrhagia follow the migration of silk and thread ligatures into the endometrium.
It is my belief that the risk of subsequent rupture of the scar will be exceedingly small if the operation is not performed in the infected or potentially infected cases.
Mr. W. S. Richardson.-My figures are drawn partly from hospital and partly from private practice. In 1921 at the Royal Victoria and West Hampshire Hospital we started, in a small way, a maternity ward. We have now twenty-two beds and have been allowed by the Central Midwives Board to have a teaching centre for our nurses; my figures are therefore for the period 1921-1931. With regard to the operation itself I modify the classical method. Just before the incision is begun 1 c.c. of pituitrin (I have lately used femergin) is injected into the deltoid muscle by a nurse. The incision extends from the umbilicus towards the pubis, care being taken not to wound the bladder should it extend too high upwards: this incision may be enlarged upwards and downwards. The uterus is turned out of the abdomen and an abdominal towel is packed behind it in order to prevent the intestines from coming out. An assistant grasps the broad ligaments and compresses the uterine arteries on either side; an incision, about 5 in. long, is then made into the uterus until the membranes or placenta is met with; the hand is then swept round the inside of the uterus separating the membranes and placenta from the uterine wall and the ovum is delivered intact, after the method of McCann of Glasgow. The ovum is then placed on a receiver held by a nurse for this purpose; she takes it away and rapidly opens the membranes and deals with the child. Five or six deep sutures (twenty days' chromicised catgut No. 4, London Hospital) are put through the uterine muscle, going just short of the uterine cavity; these are tied and the assistant slowly releases the broad ligaments and uterine arteries, while a continuous catgut suture (No. 2 of the same variety) is put into the peritoneum over the uterine wall; a small amount of superficial muscle is included with each stitch. A hot towel is put over the uterus and the organ is gently compressed. By this time the pituitrin or femergin has begun to act and the uterus contracts down quickly---practically no haemorrhage gets into the abdominal cavity, which is closed in three layers, a slot needle being used-the usual dressings are applied and a many-tailed bandage over which is put a flat sand-bag weighing 6 lb., which is kept on for 48 hours and replaced by a tight binder. In this operation very little shock or haemorrhage is experienced; morphia, k gr., is given before the patient comes round from the anaesthetic, and the usual after-treatment is adopted.
Pelvic conttractions.-In pelvic contractions, as the opener explained, the difficulty arises in the minor degrees of contraction and one comes to the conclusion that each case must be judged and treated on its own merits; at the same time there are perhaps a few general facts on which one may base conclusions. Taking into consideration the age and parity of the patient:-(1) At full term the mother produces a child with the best chances of surviving.
(2) If forceps have to be used on the head of a premature child, the infant mortality is increased; this was shown by statistics given to this Section a few months ago.
(3) Trial labour is a good method if one feels a tolerable degree of certainty that it will succeed, but one must remember that it has slightly increased the risks of operation if Caesarean section is performed subsequently, to say nothing of the increased maternal suffering, although this may have been tieated with suitable drugs.
(4) A skiagram is often helpful in doubtful cases.
It is perhaps a bold thing to say, but personally I feel that it is correct-" when in doubt, operate at full term."
Malpresentations.-These will generally be rectified in the ante-natal department, but a breech with extended legs, especially in an elderly primigravida, is certainly best treated by Caesarean section unless the child is very small or the pelvis roomy.
Haemorrhages.-Unfortunately, owing to the fact that the last two years of the hospital case sheets are in the hands of the binder, I am unable to give exact figures and therefore refrain from quoting any. One case comes to my mind in which the doctor had plugged the vagina, the os uteri being dilated to the size of a shilling. On opening the uterus the almost central placenta was found nearly completely separated a.nd the haemorrhage had stripped up the membranes: I had to go through a thin layer of blood before reaching them. The mother made a good recovery but the child was stillborn. With central placenta prwvias I have had very good results, but as my figures are not available I will say no more on the subject.
Heart disease.-I have in my series three cases of mitral regurgitation. One patient came in when four months pregnant, on account of dyspnea and oedema, but with rest in bed and treatment she improved so much that she returned home, only to come back six weeks before the expected confinement. She was put to bed again and improved so much that her pulse rate became nearly normal and she did very well under gas and oxygen with a little aether.
One of the other patients had three fibroids the size of cricket balls and these were enucleated after the child had been removed from the uterus. The third one came from the antenatal clinic four weeks before full term and did well for a time; she showed signs of breaking down, so we gave her gas and oxygen with tether and did a COesarean; she caused us some anxiety but eventually did well.
Eclampsia is, at least in my part of the world, becoming less common than it used to be and this I ascribe to the careful ante-natal work done by our doctors. I have only 13 cases to record in which Cesarean section was performed, with a maternal mortality of two and infant mortality of five, that is, 15 *38% maternal and 38.46% foetal mortality. I quite admit that 13 is a very small number on which to draw conclusions, but a straw will show which way the wind blows. In the latest edition of the Queen Charlotte's "Practice of Obstetrics" 24% is given as the mortality, taking mild and severe cases together, and there is a footnote to say " that it is probable that the worst cases were often treated by Ctesarean section."
Of my own cases, the two in which the patients died were very severe ones and the fits very numerous; the nurses reported 20 at least; the patients were both primigravidee, aged 25 and 29, respectively, and were near full term. In the case of the patient aged 25, the child survived, but in the other it was stillborn; the first mother lived twenty-four hours and the second a little over two days and both had a number of fits after operation ; the exact number is not recorded. My experience is that after Caesarean section the patients have perhaps a few fits much less severe, and in some mild cases no fits occur after the uterus has been emptied. In all branches of our profession we endeavour to remove the cause of a disease as soon as possible, but in the case of eclampsia we attempt to temporize and wash out toXins, leaving the cause-pregnancy. Surely it would be more rational to empty the uterus as speedily and safely as possible and leave the washing-out till later, and what more expeditious and safe way than Ctesarean section ? Temporizing should only be considered in those cases in which labour has begun.
Fibroids.-I agree that the safest time for removal of fibroids is at full term and should be preceded by Cisarean section. They can generally be enucleated fairly easily and any hemorrhage stopped by deep suturing. In one case I had a patient sent up to me with a six months' pregnant uterus and a fibroid growing from the fundus, as large as the uterus itself. The faetus was extracted by Cesarean section and the fibroid with its thick pedicle removed; the uterine peritoneum was carefully sewn over the wound. Two years later the patient was sent up to me again at full term and I delivered an 8i-lb. male child by Caesarean section; there was no scar to be seen where the uterus had been previously opened and only a slight depression where the fibroid had been removed.
Repeated Casarean section.-In a paper by Mr. Eardley Holland, read at a meeting of this Section in 1920,1 several points go to prove that " once a Csesarean section, not always a Ctsarean section." The author demonstrates that there is complete muscular regeneration in the uterine muscle, and those who have performed repeated Cesarean sections on the same patient can confirm this statement, having been unable to see the site of the previous uterine incision except in cases where non-absorbable silk has been used, thus indicating the position. Uterine rupture occurs when there has been a badly sutured uterus producing a weak scar, or where sepsis has occurred also producing a weak scar. In eight cases of my own-four performed for placenta preevia, two for eclampsia (one for post-mature child, and one for disproportion between head and pelvic inlet)--the subsequent labours were perfectly normal. If the uterus is carefully and accurately sutured and the case runs an apyrexial course there should be no fear of rupture of the uterus, provided that it does not become pregnant within the next year or two. 
